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ABSTRACT _ _ _ _ ^ 

^- ^ - = ^ This report concerns the Health Care Financing 
Administration's (HCFA)contracting^with Utilization and Quality 
Control Peer Review Organizations (PROs) as a means of monitoring the 
medical nccissity and quality of in-hospital care provided to 
Kedicare bene£iciarieSi> Findings from a HCFA survey of PROs in 
Call fornia> Florida^ and Georgia are used to illustrate the need for 
PROS to profile data on hospital and-physician-^uality^of-c^ j 
problems and to monitor inappropriate discharges of beneficiaries 
needing skilled nursing care, it is recommended that PROs be required 
to include 9uality-of -care review data available from the 198jt-19B6 
contract period in their profiling of hospitals and physicians^ It is 
also recommended that, as part of their discharge riviews^ PROs be _ 
required to include an assessment of the appropriateness: of discharge 
destinations to ibetter assure that patients heeding skilled nursing 
care are allowed to remain in the hospital while awaiting placement 
in a iiursing home. (NB) 
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September 15, 1986 

William Roper, M.D. 

Adnunistrator^ Health Care Financmg 

Admirastiatioh 
Department of Health and Human Services 

Dear I^. Roper: 



As its pnmary mesms of mcmfitoi^ the medical nec^ity and quality of 
in-ho^ital care pt^yid!^ to Mt^care^^ Health Care 

Finaneing A^^^ wi^ Ut^atton and Quafi^ 

Control Peer Iteisdew Organizati^ (fros)v During ttie firat 2 years of the 
PRO pro^m (1984-86), RCFA rontrads empha^ the med* 

ical heo^ii^ of acbhis^ohs. Ti^ was parUy hge^'s r^ponse to the 
e^^ectadcsi that Medicare's ftospecttve Pa^^ V7hi<li 
becsunei^feeti^ would encours^ hmpti^ tb^^ 

admissions in^rder to ir:^su3e revenue. Since then, the quali^ of med- 
ical care provided to in-hospital Medicare beneficiaries has become an 
issue of iha^asihg concern. 



HC^A's sa^pe of ^ejH^md eon&aab penbd (1986*88) ^pands 
requiranente for frc^ to mmiitor tte qi^^ of care^rovided. But, 
leased on our survey of the ^ and Gebr^ mos, we 

have ^^ttfied two areas related to quality issues in which hcfa should 
mate PRO re^nsibilities more e^licit: 

1. Ftofliing data on hospitai^ind^ h y^(^m;c^^ probh ^ns. 
^thou^ FEU3S were te^^ care_ 
prbvid^ to benetidanes dunng tjie firat con^^ period (1984^), the 
three prc^ we surveyed did not profile the data— that is^ oimpile and 
ansU:^thm toid€^^ po-oblcms that 

may waxrantfurth^ review. Although pr^Uhig is required for data col- 
lected under the new t^ntxac^ tibe FBC^ we visital did not believe that 
tt^ hew dbhtract pny^ohs c^ed for profiling 1984-86 data. We believe 
HCFA should require toproMeitlie es^^ analysis 
of data^at t^_El^T-^nOTd^ and Gebr^a— id^^ed a number of pro- 
videi? ttiat the prcb found to have recurring caxjes wit^ quality prob- 
lems.^ Fuilltenndre, profiling the earlier data wbiHd enabte to use 



^In Hie omtext of FfiO ^^rl^ aqc^ty pr^Isacase is ai^ hospi^^^asi^ for which a PROs phyS- 
daii d^mriinn thi^^me aspe^ of the inecU^liamepivd^^^^ 
zniitera nm^lng fim^ 

H^A has idt to ^ PROS the def^im about hc^ 
tute a pattern of poor care requiring correct 
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tii^ qUaUty mbntt^mg tedmique sooner thsm if they used only data 
under the new contracts. 

2. MahftbiTOg ii^ discharg es of feireflciari e s n^jii ig skilled 

Mediciure reqiUr^^ b^jBdanc^^o no 

lon^^eriie^ aei^ca^^ skilled nur^ng faculty caw to remain 

in the hospital wMie airaitin^ 

pajnnent ra^s^inc^ude ail ^ow^^ 1^ tiie cc^te hospitals inair ^ pro- 
\ddtiigj^ care, mos, hoymver, Kview discharges onl^ to di^lt^^ 
t£iat inpatient hq^ital csro wasm Thus^ if a hdffft^ 

dU^ar^ apa^^ to jaia mapi»x>^ate destination (e.g., home insteadi 
of a skiUed nursing fadUl^), tihis ^uld not be idi^tified. Becaiiuse 
create incentives for hd^i^ to d^^arge pati^ts as quiddy as pds- 
sil^y we h^vie hcfa should requk^ pros to monitor ho^itails to asssote 
tiiat Medicare patients are allowed to remain in the hosjpiital what ttic^ 
conditions warrant placmeht in a sldUed nulling facility but no bed is 
avaiiabie. 



dyer tiie past several yeais^ Medicare'a p^ paying hbsp^ 

care, n^iitcate^ ^^der activiti^, and asse^ing the quality of ser- 
vices has changed sutetantiaUy. Befo Medicare^ner- 
aUy reimbm^ h^pi^ for mecUcal senrices provided 

to program beneHdaries based on the reasonable costs of ^ch »gmces. 
& (>?t»ber 1980^^ dianges en^^ by th^Sodal 

Security Amendments of 1983 (Public Law 98-21, Apr. 20, 1983), which 
required that Medicare pay h^pitals a predetermined amo^ oh 
diagnosis related froul^ Ci^^^^ eadi Medicare disdiarge iirespedive 
of tile c^tB for individual patients. 



I^t directiy totius pa^tt^ syst^ dtange, but occunring at 
about the same time,;^ the passage of tite Tax Ek}uity and Fiscal 
R^ponsibiU^ of 19^^^ Law 97-248), which created rac^ to 
^rve as tite primary oi^ardzations for monitoring Medicare ho^ital 
utilization and quality of care. 

Potential increase in ho^itsdizatipns and reductions in the q^^ of 
(^re bec^mieprindi^^ because of 

the inc^tives it created. Compared ^th tiie fbnner cost reimbiufement 
s^ten^ pps gave hp^itals much stronger incentive to increase Medi- 
cso^ paym^ts by iho^a^n^ tiieir numb^ of admissions and to reduce 
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costs b^Uztuti^ sendees estrli^. Unl^ mom- 

tored, these incentive d)uid lead to such abusiv^j hospital practices as 
tmnecessaiy admissions or substandard care. 

PR(^ are charged by hota with momtonng h>()^it#l per^^ it 
is imppn^ria^^ initiiatir^ brg^iiza* 
tidns composed of ph^icians, pw^ have 2-year with hcfa to 

monitor ho^ital performaiice in §tatewi^ Tfie firet contracts 
became effective bv^ a 5-m6nth period from July to November 1984. 



To p^llcipate ixlS^^^e^ll^pitals m ^^ee to ti^ state's rab 
to a)nduct utiHzation and qirality'Of-care inevi^^. pros use two primary 
tools to correct hospital and physideui abUse bf or 
prbvisicm bf substandard care idehtiSed through these reviews: 

IMiymgfile^c^ fbr medically unnecessary 

admissions or substandard care. 

Rec^mmencfii^ suspeii^ibn^ rombii^, or against hbs- 

ptals ^d physicians paittcipatihg in Medicare who are repeatedly asso- 
ciated with cases found to have quality-ofK^are prclflems. 



Care Data Should Be 
Used to Profile 
Providers 



Quality-<^^care pron^ involvi^^insa^u^^ medical 
reviCT^s tb identify hospitals and pl^dans ttiat may be providing sub- 
standard care to titeir Mec^ patients. ProfiUng can be as stmpfe as 
arrayii^tiiemmOber bf^u^ cases by physidan, hospital, or 

mGt so as to idratify patterns of questionable carei focus investigations, 
and implement corrective action. 

During the first conti^periodvPR^^^w^ r^Uii^ to revie^^ med- 
led semces gi^ b^^dai^ tb id^tify cases bf substandard care. At 
the three rabs we reviewed, data onj^ese cast^ we^ in either 

manu^ilgcords^b^^ rab, such 

dataj^ bbtaihable with varying de^^ g£ dif HciU^ for use in pro- 
filiiig ho^itals and physicians. Howev^, pbcs were not required to pro- 
Hie the in^timtion during the first cqnfract period, and the 
PROS we reviewed had not done so as of July 1986. 



Prafiling Of 1984-86 
QuaHi^-^f-Care Data Not 
Required 



HCFA did not regiuure Piu:]^ to profile tiie results of tiiefcr quaHQr-of-care 
review petfoni^ 1984-86 cpntracts; 

in fact, HCFA originally did ncg -^uire quality-bf-care reviews bn an 
cases selected for review. In Sej>*^ber 1985, however, hcfa acted to 



strengthen quaOi^-of^arem^ the 1984^6 contract 

penbd. ft ^ued a memorandum requiring ttiat every case a Wto 
reviewed for nwBdical necessi^^DRG vaUdatj^, or any btiier reasra ^ 
evaluated for tfe quaHty of care provided as well. In October 19P5i 
sflso issued a^ new sanction procedure infpnning pros that they shbifld 
in vestigate the qUaUty of care prdinided by h^pitals and physidans as a 
bseis fOT po^ibie sanction activity (e.g., suspension or removal from the 
Medicare program). 



Hie contracts for 1986-88 also require that a pro review for quality 
eve^ ca^ it selects for review and devj^p physidan and h^pital 
qu^^rbf^^are profiles as a rhear^ of identifying |X)tentially poor per- 
formers. The scope of work incorporated by hgfa into pro ccoiti'acte 
states, in part, ttiat: 

^'iyialysii of M data received ahd/br developed by the rao^ indudtag praHl^^ is 
to be perfomedonjit least a quarterly basis to identify alsjrraiS pro\dders, practi- 
tioneiis, DRGs, etc. The Imrpbse of this profiling activity is to identify areas for 
focused review and/or other oirrectivt action." 



Tt^_ so^pe-of-wdric statement does not, howev^, gjecifically require 
tiiat PRW inGlude in their profiles the residts of quaHty-of-care reviews 
from ttie 1984-86 cbhti-act penod. 

^^ofiling residts fit^m t^^ cannot be 

^cpected from some mos before February or Marc*i Morepve^^ if 
only the review data from the new cdittract period ^ialyzed, tiie 
datOas^ fbrj^j^^ more lindted than nece^aiy. 

Effective dat^ for second j^ripd PRO^ntnuits are planned to range 
from July to Nbvemberl986, depi^dii^mi ttie ra^' contract rehe\^ 

ffiice tlie contract is in effect, another 3 to 4 months will pass 
before data fbr the first quarter are available. 



Existmgi^ata Show We profiled dal^ on q^ 

Potential Quality Problems Florida pros during the first contract period to identify patterns of sub- 
Needing PRO Att^ti^ standard care for artain hesitate and p^ysic^ms (siSttlar data fw ttie 

Galifdrziia ^ w^ not c^ 

rraults showed that the pros identified providers with a relatively hi^ 
numtsr of casi^ iiivbl^^ su^taiidard care. But, because the pros had 
not profiled the dats^ they would not necessarily be aware of these pix)- 
viders' records of performance. 
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At tite Geoi^a fbo, we obtained the results of hospital and phj^ician 
tuaUty-of'cai^Szi^yiew^ tlie 16-month period 

fitim jKt^iist 1984 to Novi^tQ^er I98B, the m^t re^t data avsolable 
wh^ we vi^ted this TW in March 19S6 (see table i fur a summary of 
our proniii^ results). Di^^ the p^ideritified 7 hospitals 

that pfb^aded substandard ^atrheht for 30 or more Medicare beneH* 
claries and_44 physicians who provided substandard treatment to 5 or 
ntore baieficiari^. 



and Hotpitai Qdali^ Pro^ ._ _ Hospitals Physicians 

IdantiflsdbythaQoorglaPRO Numliftrof Number in Numborof Namber in 

problems category problems categoiy 



Over 39 4 Over 33 g 

30^39^ - - 3 15-19 2 

20 - 29 _7 10 - 14 J2 

iS-19 g7 05 --09 _^ 

05 - 09 34 02-04 1^1^ 

01-04 73 t 417 

0 ^48 _0 8.810 

IWai 198 tetel 1^2 



A mdrejfets^d sotsSy^ of ttie seven hospital with tfie most problems 
is shown in table 2. Of the 44 physicians identified in table 1 as having 
five or more qUadity problems, 18 practiced at six of the seven hospitals, 
as table 2 indicates. 



8.006668 



KHe £ Reiults ofPmfiiing Qoalii^ 
^Ntms IdantifiMi by ttm Qaorgia 
PRO 



»J..J .... 








PhygfelBn 




Provider 




Quality 
problemir 


Proyidii* 


Qgainv 
probleihiF 


Number of 

monttw^ 




123 


82 


At 
A2 
A3 


43 
15 

7 


15 
10 
11 


D 


73 


50 


Bi 

B2 

B3 
E34 


25 
13 
6 
5 


9 
IS 
10 

8 


c 


257 


47 


CI 
C2 


17 

9 


,3 
12 


D 


517 


45 


0 


0 


0 


E 


87 


39 


Et 
E2 
E3 
E4 


11 
10 
7 

-5 


8 
12 
12 
12 


F 


40 


34 


Ft 
F2 


13 
7 


12 
11 


Q 


75 


34 


Qi 

62 
G3 


12 
7 
6 


14 
5 

12 


•These PRO^ndings represent patients admitted during the 16-month period from Aogost 1984 to 
November 1985. 



'Onlltphysicions with five or more identified quality problem cases are listed. The A, B, C. etc., desiana- 
tors for the prospers are ours. " 

"=Nomber of months tjetweeri the adrrJssibns for the first and last qaality problems identified. 

Tabs 2 s3xbws that profiling cm idientify hospit^ and pfij^aara witJi 
the most Medicare cases ideritifi^ by are rab as receiving sutentandard 
ca^e. For ^ainple, the table shows that in one 123-bed hospital Cpre- 
vider A), the pro identified 82 cases with quality problems that occurred 
within the 16-month pemd reviewed and that one physician was 
responsdble for more than half of these cases. 

SiiK» the s^pe of our surv^ did not include ooUa^ting data on tOie 
nature of the deMendes reports, the sadoua^ of tiie qiMili^ prpb- 
lans m table 2 cannotbe de^mined. However, we believe mw profiliiig 
of ^^i^ data shows the >^ue of using sudi data to M«t^ pbteitial 
problem providers who^ouldrecSvei^ poo review. As of 

Jtme 3^ 1986, whati^ pi^ented our fiiding^toHCFA re^onal and 
6e(»^ nib offid^ the fro hsul neittier^roffi date nor 

targets ai;^ of tiw TJro^tals or 44 ph^dans for more detailed 
re^w. Mao, fliere were no plans to profile these data, we w^ tcfld, 
because profiling was not required and piienty was i^y&x to meeting 
(»ntract requir^n^ts. 
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We als6proIUedquaU^<df<^ data for |ldnda hospi^is^ 
18*month {^riodirom JijO^^^ data 
weiie aiueO^^ pl^idans' d^a iiot j^adily avaitable. We 

identified 8 ho^itals for which the luul identified i& or more 
quaUi^ probl^ and another 17 with 5 to5 problem 
inv^tigatedbnly one of these hospit^ alSiough in four othi^it was 
investigating a phy^cian on eibt^it hc^ital's it profiled thj^ 

data^^e^o woold hav^ numax^us cas^ in tit^ four hdsitt- 

talsthat it had previoiusly found to involve substandard care ^ addition 
to tho^ a^ociati^ wiUt the pliymdam tmder^ For ^ 

escmple, iiL ohe h^ItttsQ ibe pro had identified 13 qusdi^ problems 
occurring over a 2-month period not assodated with the physidan under 
investigation. 



Medicare patient wh^ no longer heed acute h^ited care but do need 
skilled nursbig facOii^ j^i^^ appropriately disc^ a nursing 

home wh^ a be^ d^putatikmbf Medicaie's ?K rates 

induded an allowance for cwte incurred in continuing to provide care to 
b^efidanes who aie awaitii^ j^ta^Hti^t in aMdlled hur^^ home l>ed; 
thi^, ttie fab^ prb^de^ aHoimice for hospitals to continue such care. 
While this care shotild be provided until a iiursii^ home bed is available, 
HGFA does not require m^s to assess wheffier hospitals provide it. 

Since the impleme^^ hospitals have had a finaadal incentive 

to c^isdiai^ patishte as soon as their heed for acute care^ds* However^ 
no data ^dst to assess whether hospitals are providing skilled nursing 
f ^iie^r pati^^ a^ a bed in sudi a facility or disdtargihg 
patiente to inappropriate setting. 



Qiaiigedincentives Raise Bef^ res, McHdicare generally p providinf^ stalled 

Goncenis nuraing^feTOl days olcsre sft ttie same ratettiey were paid for pro^dding 

acute oure Hospitols, therefore^ Imd finandal inc^tives to tce^ 
pati^to nggding skflled huising fadli^ care becai;^ tiiey reqimed I^s 
^omx^ titan pati^^ who heeded acute care and were le^ costly to 
the hospital. 

l^ the ^mdbus RecondMtimi Act of 1980 CPubUc I^w 91^ 
198d>, the C^ii^^ najpiire^ eoEa to pay l^it^ for c^e^ pati^ 
a:v^it^]g i^or^hg home ptooement at the lower skilled mn^ig facility 
per dim rate; however^ hcsa did not implement this prdvisioh. The his- 
torical costs oh whidi its rat^ are based, ttic^dre, ihdude da^ 
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F^[}8 Should ^sess 
Sie J^prpgiiateness of 
Discharge Destmations 



awaiting pl^^ent^s^ w&e paid as acute care dajTs. Each pps rate 
ihdud^, to some extent, a payment for these days whettier or not the 
ho^ital imm the cS^tv H^pitste are tiierefbre expected to provide 
these dsaij^ whan appropriate. 



Hc^pit^ no longer have Randal mcentives to keep patiente ho^itai- 
Bed whan acute care is not needed because, tmder pps's fixMpaym 
additional days pnerally r^ultm added DMts\r^ which hospitals 
r^ive no ^ditimml ps^mient. Faced with this, ho^itate have an incen- 
tive to d^chargejpatients as quickly as possible smd to dimihate 
nonacUbG^ days of care that a patient may hesd while awaiting placement 
in a nursing home. 



Hospitass gS^ ^erally dischar^ng Medicare patients wlier in their 
recovery period than before pps. From fiscal year 1983, the last year 
before HK,_tiireugh Apnl 1986, tiie average lengtti of stay in all short- 
stay hospitds debased 19 percent (from 10,0 to 8.1 days). 



Iha JJme 198^^ we noted that under pre some patients will prob- 

ably have a ^ater need for posthdspital care tJtian thc^ wbifld have 
had m ttie pre-Pre Thus, patiehte who might not have 

needed skilled nui^ng facility care in the past may need it now during 
their recoveiy from acute illn^. 



PROs Do Not Assess Neither hcfa's 1984-86 pro contracts nor its 1986^ proposed contracts 

Appropriateness of require pros to assess the appropriateness of the destination to which a 

Discharge Destination hospital discharges a Medicare beneficiary. There are two related 

review activities that hcfa requires pros to undertake in the 1986-88 
contract period, but neither activity requires such an assessment. 

First, PROS are requu^i to assess the ho^ital's discharge planning activ- 
ities as a part of their quality screais applied to each case they review. 
This activity is directed at establishing whether the hospital engaged in 
discharge planning and developed a plan for follow-up care, but not spe- 
cifically in determining the appropriateness of the discharge destination. 
Nor is the pro required to ensure that patients who need skilled nursing 
facility care are either di$char:ged toanursing home or kept in the hos- 
pital until an appropriate nursing home bed is available. 



^Itet-HccDl^ Caa^Effort&^t^EvaliM^ Me^ Pro specavef&yment Effects Are Insuffidmt 
(GAO/PEMOMe-lO). • 
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Second, the 1986-88 scope of work requires pros to assess each case they 
review to deteitnine if the patient was disdtiarged prematurely. The 
scope €^ work defme^ prmatufe discharges as 



. discharges (other than those where the patient left against medical advice) 
where^ in the c^inibn of the PRO reviewing physician, the patient was hot medically 
stable Of where discharge was not consistent with the patient's heed for cbhtihued 
scute inpatient hospital care.'* (Underlining added.) 



UiKter tlife defin^on, the appropriateness of the discharge destination 
need not JtN^ factor in deternunu^ appix)priaten^ of a patient's 
(W^hai^;^ Thus, P^ Bre rK>t required to, aid tSerefore might not, 
review the ^pr^riaten^ of the discharge location (i,e, , to a skilled 
nursing fadU^^^, jf neksessa^ when detOTmning whether the dis- 
I was premature. 



Date Not Ayailabie on 
I^ifleiit Ds^ Awai to 
Nimsing Home Placement 



No d^ ejdst on the extent to which hc^itals either before or after 
pps's iriceptidri have fce pt p atients wlib heeded sl^d huratiig facility 

V9fim ho huraing home bed was available. & June 1983, before pps, 
we reported that reliable data on this issue were hot available ^ 



Under pps, data still are not available 1:h^u^ ho^ita]^ generally a^^ 
not i^uipii to i^pd^ii^^ mi tlv^ daj^ to f &csd intermediaries. 

Cttfly reportihg j^uii^tierit ^lies when a ho^ital regueste an 
additional payment for cases with extremely long stays that include 



Conclusions BuSng the 1984-86 contract period, the three pros we sur^yed had 

accumulated quaUty-of-care review data but were not profiling such 
dc^ ifi^'s e^teaet provi^ns for 1986-88 do not require pros ta 
intfude 1 984^ data in their profiles . In the absence of any specific 
du ec^, it is im^ t hat the we ^sited wiU use iite data 
oott^^d firom the 1984-86 contrart period for identii^ingproblem pro- 
viders. Becaiyie tiie^ data are availabH imiican be used such pur- 
pe» es, we ^Beve ^uld dirert rabs toprom^ the data to idCTtify 
pro^ders with potential qusidfi^ prqblirMv Fuithe^ t^tige 
delaying su^proj^ng m^ altew a&]ii&>nal Me(Hcafe beh^dax^ to 
be ramecrararily esqposed to sutetandani csure^ we telieve ttet bh^a's 
directive regarding this profiling should be issued as soon as possible. 



^FtedenaJFuiMMngofLoii^^ iGAO/mMQ^, June 15. 1«S0). 
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PPa^yes hosjpitAls incentive to linut day&df csSe at ffie honacute 
sKll^ nwBftig facility level, and pros do not monitor whether hosEitals 
are providing them or dischargmg patiints td inappTOpriate settmgs. 
HOPA ^ould mjUire Hi^ te s^sess tiie apprbpnaten^ of discharge des- 
^attbns arid s^ure that hospitals pix^de the skilled nursing facility 
level of care when appropriate and a bed is not available in such a 
facility. 



Recommendations ^® recommend that you require pros 

• to include qualityof-care review dataavallable from the 1984-86 con- 
tract period in their prof^^ 

• as jmitM tiieiriUB^^ an assei^ment of the 
appropriateness of dischai^ destoiatiOTS to better assure that patients 
needing stalled nuraing c^eare ^owed to remain in the hospital while 
awaiting plaeerneht in a nursing home. 



Objective, Scope, and 
Methodology 



We undertook a survey of pr w because of their role in monitoring 
the guality of inedical care under pre. Our objective was to evaluate the 
PRO^* re^ntews ^f^e quality of care provided hospitalized Medicare ben- 
eficiaries under pps. 



We examined (1) hcfa's pro monitoring processes and its internal control 
of those processes at the Atlanta and San Francisco regional offices and 
at HCFA's headquarters in Baltimore; (2) hcfa's scope of work for the 
1984-86 and 1986-88 pro contract periods; and (3) processes used by the 
PRCs for California, Florida, and Georgia to implement the initial scope- 
of-work requirements. 



The three pros we visited were selected because of the significant per- 
centage of Medicare beneHdaries they cover. At each, we examined the 
results of their quality-of-care reviews. We also performed computer 
analyses of Florida*s and Georgia's review results. Specifically, in 
Georgia we arrayed the physicians and hospitals by the number of asso- 
ciated quality problems the pro had identified. We then compared the 
resulte to PROndeveloped information to test the extent to which the pros 
were identifying poorly performing hospitals and physicians and taking 
corrective actions. In Florida, we profiled only hoi^ital data because 
physician data were not readily available. We did not profile data from 
the California PKO because it had not computerized its data base at the 
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tfee of our visit. 1^ sc^pe oibwr survey did ndtihdude collecting data 
on the specific nature of the PEK)-reported deficiencies. 

Q\j^ wbflc conducted from November 1985 through July 1986 in 
accordance with generally acc^ited government auditing standards. 

We vf^uld appreciate hearing from you ^thin 30 days on whatever 
action you take or plan regarding the recommendations in this report. 

Sincerely yours, 




Michael Ziitimermsu^ 
Senior Associate Director 
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Requests for copies of gao reports should be sent to: 



U S. General Accounting Offlce 
RistCtfffceB^^^ 
Gaitheraburg, filarylimd 20877 

telephone 202*275-6241 

tlie first five copies of each report are free. Addition^ cbpi^ are 
$2.00 each. 

There is a 25% discount on bniers for 100 or more cbpi^ mailed to a 
single address. 

(^ej^Jiiiist be prepud by ^h or by check or money order made out to 
the Superihtesident of Documents. 
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